A 50-year-old woman had implantation of an aortic homograft and a mitral valve repair in 2014 for Streptococcus dysgalactiae endocarditis. Nine months later she presented with sepsis and blood cultures again grew Streptococcus dysgalactiae. She had type II diabetes with peripheral vascular disease and investigation showed osteomyelitis of the right great toe and first metatarsal. The transthoracic echocardiogram showed an abscess 5 cm 2 in diameter behind the heart in the basal posterolateral segment of the LV. There was severe mitral regurgitation but the other valves were intact. The surgical risk was judged to be prohibitive but she improved and remained haemodynamically stable, completing a 7-week antibiotic course (intravenous amoxicillin and gentamicin initially followed by benzylpenicillin alone). She underwent localized amputation for chronic foot osteomyelitis and as a potential source of endocarditis. The plan was to defer surgery to allow tissue healing. She was readmitted in heart failure 2 months after antibiotic completion. Echocardiography and coronary computed tomography showed abscess resolution but a large pseudoaneurysm (Panels A -F). After stabilization, she underwent successful mechanical mitral valve replacement and left ventricular repair with a bovine pericardial patch.
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Left ventricular pseudoaneurysms are an uncommon finding. Approximately 50% complicate myocardial infarctions particularly of the inferior wall and 33% occur post cardiothoracic surgery. Infective endocarditis is a cause in only 5 with 1% being attributed to mitral valve endocarditis. Surgery is indicated to avoid ventricular rupture and congestive cardiac failure with medically managed pseudoaneurysms carrying a mortality rate of 50%.
Panel ( 
